who soiled as a concomitant to loose stools, whereas it was greater than 50 cm water in all but one of the patients with 'overflow' soiling associated with exacerbations of constipation.
Only 2 of the 37 patients who were generally clean had yield pressure less than 50 cm water, and these were 3-month-old controls in whom there was a persistent defecation response whilst the probe was in the anal canal.
Clinical assessment by digital examination correlated less well. Of the 15 patients with persistent soiling 4 were considered to have a firm grip, and 3 others a fair grip; in the remainder the anal canal was 'lax'. Seven other patients in whom the anal canal was assessed as being lax suffered only occasional soiling with loose stools. Discussion Whereas Harris et al. (1966) found the yield pressure low in a group of incontinent patients compared with controls, Katz et aL (1967) found a group of incontinent patients to have a normal yield pressure but a low maximal sphincter pressure (squeeze pressure). The apparent contradiction in these results is perhaps due not only to differing techniques but also to selection of patients and the definition of incontinence. Gryboski et al. (1968) found both low yield and low squeeze pressures in children with imperforate anus compared to patients with psychogenic constipation and controls.
There was a distinct group of patients in our series in whom soiling was associated with constipation. The yield and resting pressures were all normal, as, with one exception, were the maximum squeeze pressures. Earlier investigations have demonstrated the abnormality of rectal function in such cases (Callaghan & Nixon 1964) . In the other cases a better correlation was found between soiling and yield pressures than with resting or maximum squeeze pressures or clinical assessment by digital examination. Even with normal yield pressures a few children soiled and this appeared to be related to fluid consistency of the flces.
Following internal sphincterotomy there is a reduction in rhythmical activity and pressure profile (Phillips 1965) and an increased incidence of soiling (Bennett & Duthie 1964) . Further stressing the importance of the internal sphincter, Scobie et al. (1970) state that a large number of patients with myelomeningocele had acceptable social continence in spite of paralysis of the striated muscle of the pelvic floor and external sphincter.
Anal Localization of Bowen's Disease by Alfred Bensaude AIHP and Monique Parturier-Albot (Hopital St Antoine, and Hotel Dieu, Paris)
Anal localization of Bowen's disease is very rare. It is a form of carcinoma which is for a long time confined to the epidermis and later invades the dermis; it can then spread, presenting with all the characteristics of skin cancer. Most authors consider that the disease presents in two stages. The first is a simple precancerous dyskeratosis of the skin which can be compared to extramammary Paget's disease and other dyskeratotic conditions. The second phase is invasive and presents as a cancer of Bowen's type.
The present report describes 6 cases of anal localization of Bowen's disease. Three were of precancerous type, 2 were in the invasive or cancerous stage, and in the sixth both stages were observed.
Case 1 Man aged 48 Complained of anal pruritus resistant to treatment.
For more than twenty years every treatment, X-rays included, had been tried without effect. On examination (April 1966) a circular slightly raised plaque of about 15 mm diameter, of irregular surface and of white colouring, was noted on the anal skin a few millimetres from the anus. The lesion vaguely recalled leukoplakia and showed no signs of deep infiltration of the skin. Biopsy confirmed Bowen's disease in the non-infiltrating precancerous phase. There has been no recurrence after electrocoagulation four years ago.
Case 2 Woman aged 48 Complained of pruritus resistant to treatment.
Inspection showed a small condyloma, as well as intra-anal papillomas. Excision of these growths by electrocoagulation was performed. Biopsy showed Bowen's disease in its precancerous stage. A recurrence was noted two months later and was again excised by coagulation. Two years later recurrence of the same condition was observed, but on this occasion there was also surrounding leukoplakia of the skin. Histology showed early invasion by carcinoma. The patient was treated by radio-contact therapy. A recurrence was noted after a further two years and contact therapy was again applied. The patient was last seen three years later, apparently cured.
Case 3 Man aged 53
Complained of pruritus resistant to treatment. Examination showed a small red macule with slightly raised edges. The growth was not infiltrating and was painless, and there was no inguinal adenopathy. Biopsy showed the typical appearance of Bowen's disease. It was first treated by electrocoagulation, and later contact therapy was applied to the scar. There has been no recurrence after seven years.
Case 4 Woman aged 58
On examination (May 1966) a very unusual fissurelike, painless lesion of the posterior anal wall was observed. The lesion was ulcerated with an irregular contour. Owing to its unusual appearance it was treated by electrocoagulation. Biopsy showed Bowen's disease in its invasive and carcinomatous stage. Three years later a recurrence was observed on the right side of the scar, and was excised by electrocoagulation preserving the external sphincter. Healing was slow and painful but there has been no sign of recurrence.
Case 5 Woman aged 72 Complained of anal pruritus and slight pain as well as a little bleeding during defecation. The symptoms were attributed by the patient to the hard faces associated with chronic constipation. A fissure-like lesion was discovered on the left side of the anal margin. The diagnosis of Bowen's disease in its second phase was made by biopsy and the patient was treated by contact therapy. No recurrence has occurred after three years.
Case 6 Man aged 63 After having had pruritus ani, he developed a progressive and painless ulceration of the anal margin. There were two lesions; on the left side of the anal margin was a triangular lesion, the point of the triangle terminating in the anus, while on the right side was a small papilloma-like lump, shown by biopsy to be an example of Bowen's disease in its dyskeratotic stage. The ulcerated lesion had the appearance of a highly malignant squamous cell carcinoma.
Discussion
Analysis of these patients reveals several important features of which the most obvious was the lack of symptoms. In all our cases the only constant sign was pruritus ani. It was severe in only one case and its major character was its resistance to medical treatment, including hydrocortisone and its derivatives. In the first cases it was even resistant to X-rays.
In all other localizations Bowen's disease is known by the variety of its clinical appearance, which helps to make diagnosis difficult; the only constant feature is the velvety red colouring of the surface of the lesion. This was only observed in 2 of our cases (Cases 3 and 6). In the anus three types of lesion can be observed; the macular, the fissure-like, and that with anal ulceration. In 9 of our cases enlargement of inguinal lymph nodes was noted. The last and not least important feature of Bowen's disease is its long duration, from one to five years, as well as its tendency to recur after treatment.
Diagnosis is clinically very difficult and was only considered in 2 out of the 6 cases; when eczema, primary syphilis, carcinoma and common fissure are eliminated, the unusual diseases of the anus, such as the rare extrammary Paget's disease and acanthosis nigricans, may be considered. But in all our cases the first diagnosis was pruritus ani. The only way to make a correct diagnosis is by biopsy.
Fibreoptic Colonoscopy by J A Fox MB FRCS (Edgware General Hospital, Edgware, Middlesex)
The development of fibreoptic viewing bundles has provided a means for direct inspection of the colonic lumen above the range of conventional sigmoidoscopy.
General Methods
The problems of colonoscopy are summarized in Table 1 . End-to-end intubation by a swallowed tube incorporating a pulley system positioned at the ileocecal valve to guide the colonoscope upwards has been described by Provenzale et al. (1966) . This method has not been widely adopted because it is complicated and cannot be used in obstructive lesions, but to these authors must go the credit for initially demonstrating the excellent views obtained by colonoscopy.
Experience with a polyvinyl 'colon tube' (Fox 1967) showed that retrograde intubation was usually possible into the descending colon and sometimes into the cwcum. A Rubin suction 
